Abstract Colorectal cancer (CRC) is a leading cause of tumor-related morbidity and mortality worldwide, with mortality most often attributable to metastatic disease.
Introduction
Colorectal cancer (CRC) is the second most common cancer in women and the third most common in men [1] . Nearly 1.4 million new cases were identified globally in 2012, as well as nearly 700,000 deaths [1] . CRC accounts for 8.5% of all tumor-related mortality, and it is the fourth most common cause of cancer death [1] . Incidence is correlated with advancing age and, in developed countries, the median age at diagnosis is approximately 70 years [2] . If diagnosed at an early stage, CRC is associated with a good prognosis [3] . However, 20-25% of patients present with metastases, and approximately half of patients with CRC will eventually develop metastatic disease [3, 4] . Unfortunately, the prognosis is poor for patients presenting with metastatic CRC (mCRC); in the United States (US), for example, the current 5-year survival rate is 13.5% [3] . As a result, metastatic disease accounts for the high mortality rates associated with CRC.
Management of mCRC has evolved significantly in the past 20 years, however, and survival rates have improved during this time. Indeed, the median overall survival (OS) of patients with mCRC in clinical trials is now approximately 30 months, double that of two decades ago [5] . Although several factors have contributed to improved clinical outcomes, a key development has been the introduction of novel biologic therapies targeting either epidermal growth factor signaling or angiogenesis [6] . Bevacizumab, a monoclonal antibody directed against vascular endothelial growth factor (VEGF), is among these therapies. By inhibiting the action of VEGF, bevacizumab is thought to cause regression of existing tumor vasculature and prevent the development of new blood vessels, thereby inhibiting tumor growth [7] . Bevacizumab is licensed for the treatment of an array of tumors, including mCRC, non-squamous non-small-cell lung cancer (NSCLC), metastatic renal cell carcinoma, glioblastoma, cervical cancer, and recurrent epithelial ovarian, fallopian tube, or primary peritoneal cancer [7, 8] .
Although targeted antineoplastic biologics such as bevacizumab are associated with significant clinical benefits, access to these treatments can be limited [9] [10] [11] [12] . Biosimilars, which are highly similar versions of licensed biologics, have the potential to provide efficiencies for healthcare systems and increase patient access to these agents. This article reviews the current role of bevacizumab in mCRC, the factors that may limit access to bevacizumab in this patient population, and how the availability of high-quality bevacizumab biosimilars may impact the future clinical management of this challenging condition.
Impact and Current Role of Bevacizumab in mCRC
In both first-and second-line settings, randomized trials have demonstrated improvements in OS in patients with mCRC treated with bevacizumab in combination with cytotoxic chemotherapy [13] [14] [15] (Table 1 ). In the pivotal AVF2107g study, for example, patients with previously untreated mCRC who were randomized to receive bevacizumab in combination with irinotecan, bolus fluorouracil, and leucovorin had a median survival of 20.3 months, compared with 15.6 months in patients who received placebo rather than bevacizumab [13] . Benefits in progression-free survival (PFS) and response rate were also noted. Additionally, in a randomized, placebocontrolled trial, improvement in PFS, but not OS or response rate, was observed with bevacizumab in combination with oxaliplatin-based chemotherapy as first-line treatment [21] . Furthermore, in a placebo-controlled trial, bevacizumab was associated with improved PFS when combined with fluorouracil and leucovorin in patients with mCRC for whom firstline irinotecan was deemed unsuitable, owing to factors such as poor performance status [19] . Findings such as these led bevacizumab to become part of standard first-line treatment for mCRC, in combination with various chemotherapy backbones [5] .
In the bevacizumab-naïve, second-line setting, improvements in OS, PFS, and response rate were seen when bevacizumab was combined with FOLFOX (folinic acid, fluorouracil, and oxaliplatin), compared with treatment with FOLFOX alone, in patients with mCRC previously treated with a fluoropyrimidine and irinotecan [14] . More recently, randomized trials have helped answer the question of whether bevacizumab treatment should be continued following disease progression [15, 26] . In the ML18147 study, patients whose disease progressed on first-line treatment with bevacizumab combined with fluoropyrimidine-based chemotherapy were randomized to receive second-line chemotherapy with or without bevacizumab [15] . Median OS was significantly longer in the bevacizumab group than in the group receiving chemotherapy alone (11.2 vs. 9.8 months, respectively). The similarly designed BEBYP trial, which examined the effect of bevacizumab reintroduction or continuation after progression, was stopped prematurely in light of the results of ML18147 [26] . However, reintroducing or continuing bevacizumab was associated with a statistically significant benefit in the primary endpoint of PFS compared with chemotherapy alone (6.8 vs. 5.0 months, respectively).
Severe toxicity with bevacizumab appears to be uncommon, and most adverse events are clinically manageable [13] . Placebo-controlled trials of bevacizumab have identified higher rates of hypertension, bleeding, venous and arterial thromboembolic events, proteinuria, wound healing complications, and gastrointestinal perforation, among others [27] . Such adverse events might discourage clinicians from using bevacizumab in older patients. However, observational studies, pooled and subgroup analyses from clinical trials, and a recent randomized trial [16] suggest that the safety and efficacy profile of bevacizumab in elderly patients with mCRC does not differ significantly from that in younger patients [28] . Thus, age alone should not be a deciding factor in the use of bevacizumab, notwithstanding the need to carefully consider clinically relevant comorbidities and risk factors [28] .
Recent research has focused on further defining the role of bevacizumab in terms of optimal sequencing or combination with cytotoxic and other targeted agents. Other contemporary studies have explored the somewhat controversial area of maintenance treatment following first-line induction therapy, with data suggesting that bevacizumab may have a role in this setting [29] . Another current focus is identification of predictive biomarkers for sensitivity and resistance to bevacizumab [6, 27] , information that would be particularly helpful in the current era of personalized medicine for patients with CRC.
In short, bevacizumab has an important and evolving role in improving outcomes for patients with mCRC. At a population level, evidence in support of its impact comes from an analysis of Canadian patients diagnosed with mCRC in 2003/ 2004 (the Bpre-bevacizumab era^) or 2006 (the Bbevacizumab era^) [30] . Median OS was 3.5 months longer in the later cohort, which investigators attributed to an increased proportion of patients receiving systemic therapy and the addition of bevacizumab to chemotherapy. Importantly, no difference in survival was seen when considering patients who did not receive systemic therapy, suggesting that changes in supportive care are unlikely to have contributed to the overall findings. The principal difference between the cohorts in terms of systemic therapy was the use of bevacizumab, which had increased from 5.9% to 30.6%. Data from the South Australian mCRC registry revealed a similar improvement in OS after bevacizumab was listed on the governmentsubsidized medication scheme in 2009, enabling wider utilization [31] . Although these observational, population-based analyses have methodological limitations, the findings are consistent with the recognition that bevacizumab has contributed to the meaningful improvements in survival observed in patients with mCRC in recent years. Studies included are those identified in the systematic literature reviews by Botrel et al. [24] and Qu et al. [25] BEV bevacizumab, CI confidence interval, FOLFIRI folinic acid, fluorouracil, irinotecan, FOLFOX folinic acid, fluorouracil, oxaliplatin, FU fluorouracil, HR hazard ratio, IFL irinotecan, fluorouracil, leucovorin, LV leucovorin, NR not reported; ns, not significant, OS overall survival, PFS progression-free survival, Q2W every 2 weeks, Q3W every 3 weeks, TTP time to progression, XELOX capecitabine, oxaliplatin a For FOLFOX4 + BEV vs Despite the benefits of bevacizumab in mCRC, access to treatment can be problematic. For example, when Canadian oncologists treating mCRC were surveyed in 2007, at which time bevacizumab was publicly funded in two provinces, fewer than 20% of respondents reported being able to use the drug regularly in first-line treatment, despite considering it a component of the Bideal^regimen [32] . A 2011 survey of US hospitals that dispensed outpatient chemotherapy found treatment with bevacizumab was restricted in approximately 70% of institutions [33] . More recently, a 2014-2015 study by the European Society for Medical Oncology found that, although bevacizumab was widely available on formularies for the treatment of CRC at no out-of-pocket cost to patients in Western Europe, the drug was accessible only at full cost in a number of countries in Eastern Europe [9] . Finally, although a majority of the oncologists surveyed in a study published in 2017 reported Balways^or Bfrequently^prescribing bevacizumab for first-line treatment of mCRC, access-related issues were cited as a concern among those physicians not prescribing the drug frequently, particularly in emerging markets (Brazil, Mexico, and Turkey) [12] .
The specific barriers to accessing bevacizumab appear to vary according to the country, healthcare system, and clinical scenario concerned [12] . First, access may be limited due to affordability in areas where out-of-pocket expense to patients is relevant. For example, despite acknowledging that cancer patients should have access to effective treatment regardless of cost, oncologists in the US have reported that their treatment recommendations are influenced by patient out-of-pocket expenses [34] . Indeed, of a small sample of US oncologists who reported difficulty accessing bevacizumab for the treatment of mCRC, 40% highlighted high out-of-pocket expense to patients as an underlying barrier [12] .
In regions where healthcare is insurance-based, access to bevacizumab may be limited by plan coverage. In a recent analysis of cancer drug coverage by the American Cancer Society Cancer Action Network, for example, bevacizumab was covered in only 35% of plan formularies [35] . Among the formularies on which bevacizumab was included, coverage was in the highest cost-sharing tier in 52% of cases [35] . In countries where health services are publicly funded, such as the United Kingdom, access may be problematic if the drug is not reimbursed. A Cancer Drug Fund was created in England to enhance the accessibility of treatments not available for routine use within the National Health Service [36] ; however, funding for bevacizumab in the treatment of mCRC was discontinued in 2015 [37] . Issues with reimbursement by private insurance or the healthcare system may also impact treatment strategies. In the aforementioned physician survey published in 2017, reimbursement difficulties were cited as the predominant reason for reducing the number of planned bevacizumab treatment cycles for patients with mCRC among oncologists from the US, Europe, and emerging markets [12] .
Treatment protocols or guidelines not recommending bevacizumab represent an access barrier in some areas [12] . In guidance from the National Institute for Health and Care Excellence in England and Wales, for example, bevacizumab in combination with oxaliplatin and either fluorouracil plus folinic acid or capecitabine is not recommended for the treatment of mCRC, because it is not considered cost-effective [38, 39] . In another example, investigators in the US have reported hospital-level management or restriction of oncology drugs, including bevacizumab, via mechanisms such as product formularies, treatment-decision teams, and tumor-specific prescribing protocols [33] .
Another factor contributing to limited access to bevacizumab is supply availability. In recent years, oncology drugs have been subject to supply problems, caused by manufacturing delays, limited availability of ingredients, and compliance issues [40] . Recent data suggest that bevacizumab is not always available to patients with mCRC who hold a valid prescription in Finland, Greece, Sweden, and the United Kingdom, as well as various Eastern European countries [9] . In another study, bevacizumab not being available in practice was reported by a small base of oncologists in the US, Europe, and emerging markets; across tumor types, this was a particular issue for clinicians in emerging markets as compared with physicians in other regions [12] . Other authors have predicted that treatment delays and increased costs could result from recent changes to the distribution of bevacizumab, rituximab, and trastuzumab, whereby the supply chain has been limited to six specialty drug distributors rather than drug wholesalers [41] .
Finally, certain patient characteristics may be associated with reduced usage of bevacizumab in the context of mCRC. Insurance claims data concerning older patients based in the US reveal that, after controlling for sociodemographic and clinical factors, the likelihood of receiving a biologic is negatively affected by factors such as advancing age, comorbidities, and lower income [42] . Disparities in access are also evident among racial groups [42] .
In terms of impact, limited access to bevacizumab prevents patients with mCRC from receiving optimal care, potentially leading to worse clinical outcomes [12] . Oncologists may also be negatively affected; significant time spent resolving access issues can reduce morale and limit their ability to see new patients [32] . A particularly concerning consequence of the need for cost containment is that it has created the opportunity for counterfeit bevacizumab to infiltrate legitimate supply chains, exposing patients to risk as well as denying them the potential benefits of treatment [43, 44] . Online pharmacies, to which patients may turn in the hope of obtaining affordable treatment, have also been linked with the supply of counterfeit bevacizumab [43] .
Biosimilars: Concept and Regulation
In recent years, the expiry of patents protecting a number of biologics has provided the opportunity for other manufacturers to develop biosimilar versions of these therapies. A biosimilar is a biologic that is deemed to be highly similar to a licensed originator product, with no clinically meaningful differences in safety, purity, or potency, following a rigorous comparison exercise [45] . Because biologics are typically large, complex molecules, their structure is highly dependent on the manufacturing process, and even small changes can have significant implications for safety and efficacy. Manufacturers of biosimilars are required to develop their own production processes, meaning that biosimilars, although highly similar to the corresponding originator products, cannot be considered truly Bidentical.^This explains why biosimilars are not generic drugs and is the key reason why biosimilars are approved via a separate, abbreviated regulatory pathway.
In oncology, biosimilars of filgrastim and epoetin have been available in some countries for several years. In Europe, for example, filgrastim biosimilars were first authorized in 2008, and recent data suggest they account for 85% of filgrastim use and that biosimilar competition has led to price reductions and increased patient access [46] . Across 22 European countries, compared with the year prior to the introduction of biosimilar filgrastim, the average price per treatment-day was 32% lower in 2015, and the volume of filgrastim use had nearly doubled. Importantly, no unexpected safety issues have been reported in association with the use of filgrastim biosimilars [47, 48] . Filgrastim and epoetin are relatively small proteins, and developing biosimilars of larger, more-complex therapies, such as monoclonal antibodies, is significantly more challenging for manufacturers. However, recent years have seen the regulatory approval of biosimilars referencing the anti-tumor necrosis factor alpha inhibitors adalimumab, etanercept, and infliximab for the treatment of certain immune-mediated inflammatory conditions. Moreover, in early 2017, the European Medicines Agency authorized biosimilar rituximab CT-P10, the first monoclonal antibody biosimilar to be approved in Europe for the treatment of cancer [49] .
The regulatory requirements for demonstrating biosimilarity to an originator product are generally similar in areas such as Canada, Europe, and the US [45, 50, 51] . In each case, the aim is to demonstrate a high degree of similarity to the originator through a stepwise comparison process, rather than to establish de novo safety and efficacy, which have already been demonstrated for the originator product. The process is founded on a robust characterization of physicochemical attributes and biological function, which is typically followed by a nonclinical toxicity assessment and final, confirmatory, clinical comparisons. The scope of the clinical data needed will depend on the extent of residual uncertainty about biosimilarity from previous steps, but an assessment of pharmacokinetics (PK), pharmacodynamics (if relevant), and immunogenicity will be required, and at least one comparative clinical study is usually conducted to establish biosimilarity in safety and efficacy [45, [50] [51] [52] .
Many originator biologics have multiple indications. As a result, most biosimilar regulatory frameworks permit the concept of extrapolating clinical data from the originator to the biosimilar in those indications held by the originator that are not assessed during the initial comparison exercise [53] . In this way, extrapolation is a core aspect of the biosimilar concept and enables avoiding duplicative clinical trials. As described below, key considerations include the mechanism of action of the active substance in each indication, the target receptors involved, and any differences in the safety or immunogenicity profiles of the product between indications [53] . Although some societies have expressed concerns about extrapolation, others argue that it is a Blogical consequence of the biosimilar concept^that has been employed successfully to date [53] .
Potential Biosimilars to Bevacizumab: Considerations and Challenges
Patents protecting bevacizumab in the US and Europe are expected to expire in the next several years [54] . Potential biosimilars to bevacizumab are in development, and at the time of writing, licensing applications for one of the proposed bevacizumab biosimilars (ABP 215) have been submitted to the US Food and Drug Administration and the European Medicines Agency [55, 56] . As outlined above, successful authorization of a bevacizumab biosimilar will be dependent on demonstrating a high degree of similarity to originator bevacizumab in a stepwise comparison exercise encompassing analytical, nonclinical, and clinical studies.
The proposed mechanism of action for bevacizumab is binding to soluble VEGF via the Fab region of the antibody, thereby preventing the interaction of VEGF with endothelial cell-surface receptors VEGFR-1 and -2 by steric blocking and interrupting downstream signaling [57, 58] . In terms of Fcrelated function, although originator bevacizumab is able to bind human Fcγ receptors and complement protein C1q, it has been shown to lack antibody-dependent cell-mediated cytotoxicity (ADCC) and complement-dependent cytotoxicity (CDC) activities [57] .
When characterizing the mechanism of action of a potential bevacizumab biosimilar, data from the foundational comparative analytical assessments are crucial. Results from such studies are available for the potential bevacizumab biosimilars ABP 215 and PF-06439535 (e.g. [59, 60] ). Considering the structural characterization of PF-06439535 as an example, the potential biosimilar was shown to have an identical amino acid sequence and similar post-translational modifications and biochemical properties to originator bevacizumab, using a range of state-of-the-art techniques [60] . In the functional assessment of ABP 215, the potential biosimilar was found to be similar to originator bevacizumab with respect to VEGF binding and the inhibition of cell proliferation and VEGFR2 autophosphorylation in human umbilical vein epithelial cells [59] . Similarity in terms of the Fc region was also demonstrated in terms of in vitro binding to FcRn and FcRγIIIa. Moreover, a lack of ADCC and CDC functionality was confirmed during the comparison [59] . As part of the totality of evidence, a demonstration of similarity between a potential bevacizumab biosimilar and originator bevacizumab in terms of sensitive structural analyses and functional assays will be essential in providing confidence that the biosimilar will behave similarly to the originator, particularly in indications approved by extrapolation.
Following analytical and nonclinical comparative studies, a number of potential bevacizumab biosimilars have progressed to comparative clinical studies with originator bevacizumab (Table 2 ) [61] [62] [63] [64] [65] [66] [67] . As described earlier, regulators require sponsors to conduct a comparative assessment of clinical PK and, where relevant, pharmacodynamics [45, [50] [51] [52] . Such studies should be conducted in the population that is most informative for evaluating potential differences between a biosimilar and the originator product [68] . Studies in healthy volunteers are preferred by some regulatory authorities, given that PK is likely to be less subject to variability in this population than in patients, who may have comorbidities or be receiving concomitant medications [52, 68] . Although crossover studies are favored, the regulatory authorities recognize that parallel-group studies may be necessary given the long half-life and potential for immunogenicity with monoclonal antibody therapies [52, 68] . It is not a regulatory requirement to test a potential biosimilar at all dosages, and the most sensitive dose should be selected for detecting potential PK differences between the biosimilar and originator product [52] ; in general, this may be the lowest therapeutic dose [69] . Accordingly, in most of the development programs for potential bevacizumab biosimilars, comparative PK trials were conducted in healthy volunteers and employed a parallel-group, single-dose design using a low dose of bevacizumab ( Table 2) .
As there are no validated pharmacodynamic markers to assess the efficacy of bevacizumab, biosimilar manufacturers have been required to carry out confirmatory clinical efficacy studies. Such studies of potential biosimilars usually employ an equivalence design, where the aim is to confirm that the biosimilar is neither inferior nor superior to the originator product [70] . Given that the guiding principle is to establish biosimilarity between the biosimilar and originator product, regulatory authorities prefer the use of a patient population and clinical endpoint that will most sensitively detect any product-related differences and minimize the influence of disease-or patient-related factors [45, 52] . Selection of the appropriate study population and endpoint usually follows interactions with regulatory authorities and takes into account historical trials involving the originator, clinical input, and practical issues [70] . With such considerations in mind, most manufacturers of potential bevacizumab biosimilars have designed their comparative clinical efficacy and safety studies in patients with previously untreated advanced NSCLC, using objective/overall response rate (ORR) as the primary endpoint. In these studies, patients with NSCLC will be treated with bevacizumab in combination with paclitaxel and carboplatin, a regimen with a wellcharacterized safety and efficacy profile. In all instances, the dose of bevacizumab or biosimilar used is 15 mg/kg every 3 weeks, which is the recommended dose of originator bevacizumab in this setting [8] . Survival-based endpoints, while preferred for assessing novel biologics, may be influenced by factors other than treatment-related differences and hence are less suitable for establishing biosimilarity [52] ; however, several comparative clinical trials will report survival outcomes as secondary endpoints.
Results are available from comparative clinical trials assessing the efficacy and safety of potential biosimilars ABP 215 and BCD-021 [62, 65] . Taking the trial for ABP 215 as an example, 642 patients with non-squamous NSCLC initiating first-line chemotherapy with paclitaxel and carboplatin were randomized to receive either the potential biosimilar or originator bevacizumab at a dose of 15 mg/ kg every 3 weeks for 6 cycles [62] . ORR in the intention-totreat population was 39.0% in the ABP 215 group and 41.7% in the originator bevacizumab group. The risk ratio for ORR was 0.93, with a 90% confidence interval of 0.80-1.09, which fell within the pre-specified margin for similarity (0.67-1.5). Similar safety and immunogenicity were also observed between the study arms [62] . Moreover, secondary efficacy results from this trial indicated similar PFS between the two treatments [63] .
In short, there are clear similarities between the clinical development programs for most of the potential bevacizumab biosimilars in terms of study populations, dose selection, endpoints, and sample sizes, which is likely the result of consultation between prospective applicants and regulatory agencies. As further data become available, it will be interesting to observe whether any differentiating factors become apparent among the various biosimilars. 
Extrapolation
Where the totality of evidence from the comparison exercise for a potential biosimilar demonstrates a high degree of similarity to the originator, approval of the biosimilar for indications not studied during the clinical step may be possible. Extrapolation can be relatively straightforward for a biologic with a well-characterized mechanism of action that is the same across indications [53] . However, it may be more challenging in cases where the mechanism of action of the active substance is complex or not well understood and involves multiple receptors or binding sites, which may differ in their significance between different disease states [53, 69] . Indeed, when biosimilar infliximab CT-P13 was authorized for use in extrapolated indications, the extent to which the Fc domain of the antibody contributes to the mechanism of action in different disease states was a point of debate within the scientific community [71] . Two potential bevacizumab biosimilars (BEVZ92 and BI 695502) are being studied in patients with mCRC ( Table 2) . The study for BI 695502 (NCT02776683) is an open-label, single-arm study that will evaluate the potential biosimilar in combination with FOLFOX as first-line therapy. The primary endpoint is safety, and the dose used in the study is not currently known; the study results will presumably be used to complement data from a larger comparative clinical trial of BI 695502 and originator bevacizumab in NSCLC. The study for BEVZ92 (NCT02069704) is an open-label, randomized comparison of the biosimilar and the originator, both in combination with either FOLFOX or FOLFIRI (folinic acid, fluorouracil, irinotecan), in the first-line setting. The dose of bevacizumab or BEVZ92 used in the study is 5 mg/kg every 2 weeks (in the US, the recommended doses of originator bevacizumab when used in combination with intravenous fluorouracil-based chemotherapy are 5 or 10 mg/kg every 2 weeks [8] ). The primary endpoint is PK, and it is not known if this potential biosimilar is being studied in other clinical trials.
As a result, in most instances, authorization of bevacizumab biosimilars for mCRC will require extrapolation. Importantly, as no bevacizumab biosimilars have yet been assessed by a regulator in a region with a stringent biosimilar approval pathway, the scientific evidence that sponsors may use to support extrapolation is not yet known. Relevant factors that may need to be addressed include: the mechanism of action of bevacizumab in different disease states; PK and tissue distribution in different indications; and any differences in the immunogenicity or toxicity profile between disease states [45] . Importantly, differences between disease states in the above parameters do not necessarily preclude extrapolation if there are convincing supportive scientific rationales [45] . Where there is residual uncertainty about whether the biosimilar will behave similarly to the originator product in extrapolated indications, additional studies may be performed, but they need not be clinical in nature. Indeed, from a scientific perspective, it is reasoned that the comparative analytical analyses that underlie a determination of biosimilarity (e.g. functional assays) are able to detect product-related differences between a biosimilar and originator more sensitively than comparative clinical trials [53, 72] .
Should a potential bevacizumab biosimilar demonstrate a high degree of similarity to originator bevacizumab across all stages of the comparison exercise, including in a clinical study or studies in an indication sensitive to detect potential differences, observations from the literature concerning originator bevacizumab that may be relevant to decisions regarding extrapolation include: & A population PK model for bevacizumab that included an assessment of indication as a covariate did not identify a significant effect of tumor type on PK, whereas estimates of clearance and central volume of distribution were found to be affected by body weight and gender, for example [73] . & Immunogenicity to originator bevacizumab is low; the US label states that 0.63% of patients (14/2233) treated for adjuvant colon carcinoma (not a licensed indication) exhibited treatment-emergent antidrug antibodies [8] .
As should be clear from the discussion above, the regulatory decision regarding whether indications are authorized by extrapolation is not dependent solely on clinical data for a potential biosimilar [74] . Extrapolation is considered within the context of the totality of the evidence from all stages of the comparison exercise.
Based on the access barriers discussed above, it is not surprising that, in a recent study, the majority of surveyed oncologists were reported as likely to prescribe a bevacizumab biosimilar for patients with mCRC, if one was available [12] . Indeed, mCRC was ranked by respondents as the tumor type in which a bevacizumab biosimilar could have the greatest impact on patient outcomes. Cost and efficacy were reported as the main factors that would drive prescribing across tumor types. Based on the views of those oncologists who reported being unlikely to prescribe a bevacizumab biosimilar, acceptance may be enhanced by the availability of efficacy and safety data in specific tumor types [12] . Thus, although indication extrapolation avoids the need for unnecessary clinical trials in all patient populations, it may be a challenging concept for some clinicians.
Conclusions and Outlook
In summary, several candidate biosimilars to bevacizumab are in advanced stages of development, with further regulatory submissions expected following the completion of comparative clinical trials in the next several years. Based on experience with biosimilars to date, the introduction of bevacizumab biosimilars will be accompanied by the expectation of cost savings and expanded access for patients [12] . Given the significant benefits associated with the use of bevacizumab in mCRC, wider use is a tantalizing prospect. Along with the potential for increased use overall, treatment patterns may evolve such that more patients with mCRC can access prolonged treatment with bevacizumab in maintenance regimens or in treatment beyond progression, for example. Additionally, enhanced access may enable use of bevacizumab in evidence-based regimens that are less commonly used, such as first-line bevacizumab plus capecitabine in elderly patients for whom oxaliplatin-or irinotecan-based regimens may be unsuitable [16] .
In most cases, authorization of bevacizumab biosimilars for mCRC indications will be via extrapolation and, as such, it will be interesting to observe how accepting oncologists will be. Based on the validation of the biosimilar concept through the significant clinical experience accrued with biosimilars to date, it is hoped that the global medical community will embrace these potential new treatment options as we strive to improve treatment access and clinical outcomes for patients with mCRC.
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